Dear Editor,

We read the article written by Hussain et al^[@B1]^ with interest. In our recent experience, we have seen 5 epigastric port-site hernias. All procedures were performed by different laparoscopic surgeons. We use 1 of 3 methods in closing 10-mm ports to prevent the formation of port-site hernia. They are sheath tilt, Langenbeck\'s lift, and Sucker through port techniques. It is universally agreed that the closure of the port site should include approximation of the sheath. We have described the sheath tilt and Langenbeck\'s lift previously.^[@B2]^ For epigastric port sites, we found the 10-mm sheath tilt requires a slight extension of the skin incision to access the sheath. We use a third method, which we call the "Sucker through port" method. In this method, the sucker for irrigation is inserted to the 10-mm port, and the sheath is pulled out. By tilting the sucker and simultaneously retracting the skin with a medium Langenbeck\'s retractor, one can visualize the sheath clearly. By tilting the sheath on either side, one can take a full-thickness bite of the sheath. Care should be exerted when inserting the suction cannula to ensure that it is not inserted too deeply to avoid damage to intestinal viscera. We always close the 10-mm ports, in particular all epigastric ports, with a 0 PDS J needle. We have not come across a single case of port-site incisional hernia even after several years of surgical practice.

![The suction catheter is passed via a 10 mm port and used to lever the fascial sheath and the skin is retracted with a Langenbeck\'s retractor. This enables full thickness fascial stitch and the surgeon will be able to close the 10 mm port and therefore preventing 10 mm port-site incisional hernia.](jls0031026540001){#F1}
